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Three-Corner Fusion for Management of SNAC and SLAC Wrists: Does It Result in a Better Range of Wrist Motion?
Essam ElKaref 1 1 Alexandria University, Egypt Objective: Presenting the results of fusion of the lunate bone with capitate and hamate bones plus excision of scaphoid and triquetrum in management of scaphoid nonunion advanced collapse (SNAC) and scapholunate advanced collapse (SLAC) wrists, looking in particular at the resulted range of wrist motion. Hypothesis: Four corners fusion is considered the golden standard treatment of SNAC and SLAC wrists in the last decade. It is designed to result in relieving pain while maintaining a reasonable hand grip power and preserving some wrist mobility. Yet, many of the candidates wished to have a better arc of wrist movements. Materials and Methods: In a longitudinal study, 3 corner fusion procedure has been performed in 18 patients (12 had SNAC wrists and 6 had SLAC arthritis). Whereas, fusion between lunate, capitates, and hamate was performed together with excision of both of scaphoid and triquetral bones. Also excision of 3 to 4 mm of the radial styloid was carried out for all cases. Results: To date, all cases that were operated with this procedure eventually go into union in a period between 8 to 10 weeks. After an average followed-up period of 19 months (range, 13 to 40 months), the mean of flexion-extension arc of motion of their wrists decreased from 67% (preoperatively) to 62% (postoperatively) compared with the opposite side (range, 55% to 74%). The mean postoperative grip strength increased from 52% to 78% of the opposite side (range, 62% to 100%). None of the patients needed any further surgery and 75% were satisfied and 25% were pleased with the results. Conclusions: Results of 3 corner fusion are promising. The resulted range of wrist motion is relatively better than that obtained with 4 corner fusions, while grip strength and other clinical parameters are yet comparable.
Inside-Out Method to Develop Volar Arthroscopic Portals of the Wrist in Cadaveric Specimens
Ismael Naroura 1 , Ahmed Zemirline 1 , Chihab Taleb 1 , S. Collon 2 , and Philippe Liverneaux 1 1 Department of Hand Surgery, SOS Main, CCOM, University Hospital of Strasbourg, France 2 Department of Orthopaedic Surgery, Caen University Hospital, France Introduction: Three direct volar arthroscopic portals to the wrist have been previously described: 2 radiocarpal and 1 midcarpal. This study aims at systematically describing 4 volar arthroscopic portals through mini-invasive incisions using inside-out approach from known posterior portals. Method: Four arthroscopic volar wrist portals were studied on 6 hand specimens with an inside/out technique: a radial radiocarpal approach (RRCA), an ulnar radiocarpal approach (URCA), a radial midcarpal approach (RMCA), and an ulnar midcarpal approach (UMCA). Each volar approach corresponded to a posterior approach: a 3/4 portal for RRCA, a 4/5 portal for URCA, a posterior radial midcarpal approach for RMCA, and a posterior ulnar midcarpal approach for UMCA. Results: The average range of motion of the scope through the RRCA was 65° of radial inclination and 71.66° of ulnar inclination, through the URCA was 62.5° in radial inclination and 64.16° in ulnar inclination, through the RMCA was 61.66° in radial inclination and 60° in ulnar inclination, and through the UMCA was 59.16° in radial inclination and 68.33° in radial inclination. No iatrogenic injury to important anatomical structures was noted. Conclusions: Results showed it was possible to perform these 4 volar portals through an inside/out technique with incisions mirroring the posterior portals. They were easy to perform, safe, and seemed useful in indications for ligament or bony intracarpal repairs. Objective: To evaluate indications and reasons for repeat wrist arthroscopies to identify preventable cases. Materials and Methods: For this retrospective, 2-center study, the electronic patient records were examined for patients, who underwent repeat wrist arthroscopy in a 5-year period. The cases were sorted by their underlying pathologies (lesions of the central or peripheral part of the triangular fibrocartilage complex [TFCC], scapholunate (SL) ligament, cartilage, septic or aseptic arthritis) and by the causes that necessitated repeat arthroscopies (insufficient preoperative diagnostics, insufficient documentation at primary arthroscopy, uncertainty of diagnosis despite previous arthroscopy, progress of the underlying disease, recurrent symptoms after primary successful
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